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Outbreak of Acute Gastroenteritis Associated with Norwalk-Like Viruses 
Among British Military Personnel — Afghanistan, May 2002 


In the United States, Norwalk-like viruses (NLVs) cause an 
estimated 23 million episodes of illness, 50,000 hospitaliza- 
tions, and 300 deaths each year. NLVs can be transmitted by 
fecally contaminated food and water (/) and by direct 
person-to-person contact or through droplets of infected 
persons. Outbreaks of NLV-associated gastrointestinal illness 
are common in military settings. During May 13-19, 2002, 
a total of 29 British soldiers and staff of a field hospital in 
Afghanistan became acutely ill after a short incubation 
period with vomiting, diarrhea, and fever. This report sum- 
marizes the investigation of this outbreak and underscores 
the importance of the diagnostic capacity for NLVs. 

The first three patients presented with severe acute illness 
characterized by headache, neck stiffness, photophobia, 
obtundation, and gastrointestinal symptoms, which made the 


initial diagnosis elusive. The third patient's illness was com- 


plicated by disseminated intravascular coagulation. Two of 


these patients required ventilatory support in the field 
hospital's intensive care unit. All bacteriologic studies per- 
formed at the field hospital’s laboratory were negative. 
Because the cause of the illness was unknown, the field hospi- 
tal was closed to all but patients with gastrointestinal symp- 
toms. Because of the field conditions at the base and the 
severity of illness in the initial patients, one patient was evacu- 
ated to a U.S. military hospital in Germany, and 10 were 
evacuated to England. Two medical staff who treated the 
patients on the flight to England and a third contact at the 
hospital in England subsequently developed gastroenteritis; 
two of these persons were hospitalized for several days. All 
patients recovered rapidly and were discharged. The field 
hospital has since reopened with enhanced infection-control 
precautions. 

In England, fecal specimens were tested for NLVs by elec- 


tron microscopy (EM), a new antigen-capture enzyme-linked 


immunosorbent assay (ELISA), and reverse transcription- 
polymerase chain reaction (RT-PCR). By EM, clumps of small, 
round-structured viruses were observed and considered to be 
consistent with NLVs. This finding was confirmed by ELISA 
and RT-PCR in specimens from five patients. Partial sequence 
analysis of the polymerase gene identified the virus as belong- 
ing to genogroup II (2), the most common NLV genogroup 
in the United Kingdom and the United States (3). 

Reported by: D Brown, J] Gray, Central Public Health Laboratory, 
Public Health Laboratory Suc: P MacDonald, A Green, Surgeon General’ 
Dept, Ministry of Defense; D Morgan, Communicable Diseases 
Surveillance Centre, Public Health Laboratory Svc, United Kingdom. 
G Christopher, Landstuhl Regional Medical Center, Landstuhl- 
Kirchberg, Germany. R Glass, Div of Viral and Rickettsial Diseases; 
R Turcios, EIS Officer, CDC. 

Editorial Note: Outbreaks of NLV-associated gastrointesti- 
nal illness are common, particularly in military deployments. 
NLVs were the most common cause of disability among sol- 
diers in Operations Desert Storm and Desert Shield, have 
caused outbreaks aboard aircraft carriers (4), and have been a 
common problem in the Israeli military (5). NLVs are 
extremely contagious because of their low infectious dose 
(<100 viral particles), prolonged asymptomatic shedding 
(up to 2 weeks after recovery), ability to resist chlorination 
(10 ppm chlorine), and stability in the environment (stable 
with freezing and at 140° F [60 C]). Secondary cases and 
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true burden of illness can be measured and more effective 


control measures implemented. 
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Progress Toward Poliomyelitis 
Eradication — Nigeria, 
January 2000-March 2002 


Since 1988, when the World Health Assembly of the World 
Health Organization (WHO) resolved to eradicate polio- 
myelitis globally, the annual estimated incidence of polio has 
declined 99% (1,2). Nigeria is the most populous country in 
Africa (estimated 2000 population: 127 million) and a major 
poliovirus reservoir. This report summarizes the progress 
toward polio eradication in Nigeria during January 2000 
March 2002, highlighting achievements in acute flaccid 
paralysis (AFP) surveillance and evidence indicating reduced 
poliovirus transmission. The findings underscore the impor- 
tance of ensuring a rapid flow of surveillance information to 
guide program activities. 

Few health facilities in Nigeria provide routine vaccination 
services on a regular basis. In 2000, administrative data 
suggested that 38% of the estimated number of infants aged 
<1 year had received 3 oral polio vaccine (OPV) doses, and a 
survey of vaccination cards or histories of children aged 12- 
23 months suggested 24% coverage; no data are available for 
2001. Problems identified in the routine vaccination system 
include inadequate vaccine transport and cold chain system 


at local government area (LGA) and health-facility levels, 


inadequate monitoring and supervision of routine vaccina 
tion activities, and irregular vaccine procurement at the 
service-delivery level. Plans to strengthen routine vaccination 
at the LGA level are under way. With the support of WHO 
and the United Nations Children’s Fund (UNICEF), the coun- 
try has developed a 5-year cold chain rehabilitation plan. 

Supplemental OPV vaccination activities targeting children 
aged 0-59 months have been conducted annually in Nigeria 
since fixed-post National Immunization Days (NIDs)* wer« 
begun in 1997. To improve coverage, in 1999, NIDs were 
modified to be exclusively house-to-house, and extra rounds 
of sub-National Immunization Days (SNIDs) were added 
Supplementation with Vitamin A, occurring twice yearly with 
NIDs, began in June 2000. 

During 2000, SNIDs reached 6,633,798 children in June 
and 7,417,616 children in July, and NIDs reached 42,254,312 
children in October and 44,306,277 children in November 
During 2001, NIDs reached 46,881,439 children in January, 
39,336,362 children in April, 39,336,808 children in June, 
and 34,778,783 children in November. Because of an OP\ 
shortage, SNIDs were conducted in October 2001 instead of 
NIDs; this round reached 19,318,407 children in high-risk 
areas. Estimated OPV coverage of the target population dur- 
ing 2001 was 88%-98%. In the fourth round, approximately 
700,000 children with no previous OPV dose were reached. 
NIDs during October-November 2000 and November 2001 
were synchronized with those of other countries in western 
and central Africa with substantial cross-border vaccination 
activities (3). 

AFP surveillance quality is evaluated by two key indicators: 
sensitivity of reporting (target: nonpolio AFP rate of >1 case 
per 100,000 children aged <15 years) and completeness of 
specimen collection (target: two adequate stool specimens 
from >80% of all persons with AFP). In 2000, a joint team 
comprising national and international experts assessed polio 
eradication activities in Nigeria and developed a 5-year stra- 
tegic plan. The team recommended that at least one dedicated 
AFP surveillance officer be assigned per 3,000,000 popula- 
tion. By September 2000, after having been recruited 
and trained in AFP surveillance, these officers assumed full- 
time responsibility for AFP surveillance. During 2001, an 
intermediate-level supervisory structure was introduced. 

During 2000-2001, the national AFP case detection rate 
increased from 1.0 per 100,000 children aged <15 years to 


3.5, the nonpolio AFP rate increased from 0.6 to 2.2 


and the 
adequate stool specimen collection rate increased from 35% 


to 65% (Table). In 2001, in all 36 states plus the Federal 





*Mass campaigns over a short period (days) in which 2 doses of OPV are 
, \ —— ' 
administered to all children in the target group (usually those aged <)> years 


regardless of previous vaccination history 
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TABLE. Number of reported cases of acute flaccid paralysis (AFP), number and serotype distribution of confirmed wild poliovirus 
cases, and key surveillance indicators, by year — Nigeria, 2000—2002* 





Serotype distribution 


No. confirmed 


of wild polioviruses isolated’ 


Nonpolio % persons with AFP with 





Year No. AFP cases wild poliovirus cases 


Type 1 Type2 Type3 


AFP rate‘ adequate stool specimens" 





2000 991 28 
2001 1,940 - 35 
2002 300 6 


0 1 0.6 35% 
0 2 2.2 65% 
0 : 1.7 85% 





* Data for 2002 annualized as of March 31, 2002 


In 2002, one stool specimen tested had both Type 1 and Type 3 isolated 


* Number of AFP cases per 100,000 population aged <15 years. Minimum expected rate is one case of nonpolio AFP per 100,000 per year 
Two stool specimens collected at an interval of at least 24 hours within 14 days of paralysis onset from persons with AFP 


Capital Territory (FCT) of Abuja, the nonpolio AFP rate was 
1.0; for all AFP cases, at least one stool specimen was 
collected within 28 days. In seven states, collection of two 
adequate stool specimens was <60%. During January—March 
2002, two adequate stool specimens were collected for 85% 
of AFP cases; 27 (73%) states had a rate of >80%, seven (19%) 
had a rate of G(0%-—80%, and three (8%) had a rate of <60%. 

lhe AFP surveillance system is supported by two national 
WHO.-accredited laboratories, one located in Ibadan in Oyo 
State and the other in Maiduguri in Borno State. During 
2000-2001, the number of stool specimens processed by these 
laboratories increased from 1,940 to 3,821. An indicator of 
the quality of the reverse cold chain for transport of stool 
specimens to the laboratory is the isolation rate of nonpolio 
enteroviruses (NPEV); the target rate is >10%. In 2001, the 
NPEV isolation rate was 7.7%. During January March 2002, 
the NPEV isolation rate was 10.2%. 

Improvements in AFP surveillance were associated with an 
increase in the number of wild poliovirus isolates detected, 
trom 29 (28 type 1, one type 3) in 2000 to 56 (35 type 1, 21 
type 3 during 2001. Genetic sequencing data from polio- 
viruses isolated indicate that lineages are disappearing, sug- 
gesting declining intensity of transmission. Surveillance data 
showed a shift in the geographic distribution of wild polio- 
virus transmission to the northern states during July- 
December 2001 (Figure). Genetic sequencing data showed 
that polioviruses isolated during 2001 from persons with AFP 
in neighboring southern Niger were of Nigerian origin (2). 
As of March 31, 2002, a total of 10 polioviruses have been 
isolated in seven states and Abuja FCT (two each from Kano 
and Katsina, and one each in Niger, Kaduna, Abuja FCT, 
Gombe, Jigawa, and Borno), all areas in which polio was iden- 
tified as highly endemic in 2001. 

During 2001, of 56 confirmed cases, 29 (52%) were among 
children aged 24-59 months, 20 (35%) were among children 
aged 12-23 months, and seven were among infants aged <12 
months. Of 22 children whose vaccination status was known, 
eight (36%) had received 1 OPV dose, and seven (32%) had 


received 2 OPV doses. 


FIGURE. Distribution of wild poliovirus isolates from acute 
flaccid paralysis cases — Nigeria, 2001 














Reported by: Federal Ministr) 


PD, 


of Health, Abuja Nige ria. Vaccine 
l ventable l Jiseases W 0) ld I Le alth 0) ganization Re gional Office fo? 
ij 1, iva} Zi mbabwe. Vaccines and Biologicals I de pt W orld He alth 
ition, Geneva, Switzerland. Div of Viral and Rickettsial 
National Center for Infectious Diseases Global Imm unization 


Vational Immunization Program ( DO . 


Editorial Note: During 2000-2001, AFP surveillance 
improved substantially in Nigeria. The genetic sequencing data 
from polioviruses isolated suggest elimination of multiple 
genetic lineages and greatly reduced intensity of transmission. 
In parts of southern Nigeria, no wild polioviruses have 
been isolated since July 2001. Transmission continues in the 
northwestern states (type 1) and the northern central and 
northeastern states (type 3). Key achievements over the past 
2 years include creation of an expanded AFP surveillance medi- 
cal officer infrastructure covering all parts of the country, 
implementation of an intensified house-to-house vaccination 


strategy during NIDs and SNIDs, and supplementation of 


hundreds of thousands of children with vitamin A during 


polio vaccination campaigns. 
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Despite progress, Nigeria remains one of the three global 
poliovirus reservoirs (along with northern India and Pakistan) 
whose low routine OPV vaccination coverage and high popu- 
lation density favor poliovirus transmission. A joint 
national/international review in February 2002 highlighted 
several remaining challenges to eradicating polio in Nigeria. 
The review team found inadequate management of supple- 
mental vaccination activities at the LGA level and recom- 
mended improvements in NID planning, vaccinator training, 
and day-to-day monitoring of vaccination activities. The team 
also found consistent delays in paying vaccination teams, lead- 
ing to considerable lack of motivation and children being 
missed. Despite substantial progress in AFP surveillance, fur- 
ther improvements are needed in the geographical represen- 
tativeness of surveillance quality indicators and the NPEV 
rate to ensure that poliovirus transmission is not occurring 
undetected. Finally, improved social mobilization efforts are 
needed to target members of ethnic minorities and other high- 
risk groups that are missed frequently by supplemental vacci- 
nation activities. 

In 2002, AFP surveillance data are being used to target 
SNIDs more precisely. Two rounds of SNIDs were imple- 
mented during April-May 2002 in areas in which wild polio- 
virus isolates were identified during July-December 2001. 
Responsive mop-up vaccination will occur immediately fol- 
lowing the detection of any poliovirus in Nigeria; this will 
require the rapid flow of surveillance information to guide 
program activities. A group of national and international 
experts will meet in summer 2002 to review the epidemio- 
logic situation and make additional recommendations. NIDs 
are planned for September and November 2002. Implemen- 
tation of these activities will enable Nigeria to interrupt trans- 
mission of wild poliovirus. 
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Rabies in a Beaver — Florida, 2001 


On November 25, 2001, a beaver exhibited aggressive 


behavior by charging canoes and kayaks on the Ichetucknee 
River in Alachua County, Florida. The beaver was captured 


by park personnel and submitted to a Florida Department of 


Health (FDoH) laboratory for rabies testing. Park rangers 


contacted the Alachua County Health Department after they 
identified five persons who were in the vicinity of the animal 
before capture. These five persons were interviewed by county 
health department personnel, who reported that although the 
beaver had made aggressive actions, the animal had not bit- 
ten anyone. This report summarizes the investigation of this 
case of animal rabies. Mammals that exhibit aggressive or other 
unusual behavior should be reported promptly to local health 
officials and should not be approached or handled by the 
public. 


On November 27, the FDoH laboratory diagnosed rabies 
in the brain tissue of the beaver by using a fluorescent anti- 
body test. Monoclonal antibody strain typing indicated that 
the virus belonged to the antigenically distinct group of vi- 
ruses found in raccoons in the eastern United States. Park 
personnel involved in the capture of the animal received 
postexposure prophylaxis. No treatment was recommended 
for the five persons who had been in the vicinity. 

Of 3,751 animal specimens submitted for rabies testing to 
the FDoH during 2001, a total of 198 (5.3%) tested positive 
for rabies. In addition to the beaver, specimens included 124 
raccoons, 34 foxes, 19 bats, 15 cats, two otters, one dog, one 
bobcat, and one horse. In 2001, no other rabid animals were 
identified in Alachua County. However, seven raccoons, four 
bats, three foxes, and one dog were reported with rabies in 
neighboring counties. 

Reported by: 7 Belcuore, MSM, Alachua County Health Dept, 
Gainesville; L Conti, DVM, V Mock, S Wiersma, MD, State 
Epidemiologist, Florida State Dept of Health. ] Childs, ScD, C Rupprecht, 
VMD, C Hanlon, VMD, | Krebs, MS, Div of Viral and Rickettsial 
Diseases, National Center for Infectious Diseases; M Guerra, DVM, 
EIS Officer, CDC. 

Editorial Note: This report describes the first finding of 
rabies in a beaver in Florida. Although rodents are not a wild- 
life reservoir for rabies virus and no rabies transmission from 
rodents to humans has been documented, reported cases of 
rabies in rodents have been increasing in the United States, 
from 97 cases during 1971-1984 (/) to an average of 52 cases 
per year during 1995-2000 (2- 


). This trend is attributed to 
an increase in cases among large rodents (e.g., woodchucks 
[ Marmota monax] and beavers [ Castor canadensis|), with most 
cases occurring in the eastern states, where a raccoon rabies 
epizootic has been documented (3,8). 

Reported rabies in Florida rodents is uncommon. Wood- 
chucks are not native to Florida, and the natural range of the 
beaver is restricted to the northern portion of the state. Large 
rodents share habitats with terrestrial carnivore rabies reser- 
voirs (e.g., raccoons, skunks, and foxes) and because of their 
size have a greater chance of surviving an encounter with a 


rabid carnivore. In these areas, rabies should be considered in 
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the differential diagnosis of any mammal with unexplained 


neurologic illness. Possible human and pet exposures to 


rabies should be evaluated by public health officials on an 


individual basis. Bites from small rodents that are unlikely to 
survive an encounter with a rabid animal rarely require rabies 
postexposure prophylaxis; however, bites from large rodents 
should be considered as possible rabies exposures, especially 
in areas where rabies is endemic (9 


Persons should avoid 


1\ 


any mammal exhibiting aggressive or unusual behavior. 


Persons who suspect that they have been exposed to a rabid 


inimal should contact a health-care provider immediately 
References 


dt 


Public Health Dispatch 


Update: Cutaneous Anthrax in a 
Laboratory Worker — Texas, 2002 

On April 5, 2002, CDC reported a case of suspected cuta 
neous anthrax in a worker at laboratory A who had been pro 
cessing environmental samples for Bacillus anthracis in support 


4 
of CDC investigations of the 2001 bioterrorist attacks in the 
j 


United States (/). Since the initial report, the worker had 


serial serology performed at the CDC laboratory. A greater 
than fourfold rise from baseline in the concentration of 
immunoglobulin G to protective antigen was demonstrated. 
The peak antibody level was observed 7-8 weeks after the 
onset of symptoms, and the time course and levels of detect- 
able antibodies were consistent with those seen in other cases 
of cutaneous anthrax. On the basis of case definitions devel- 
oped during the recent investigation, these additional find- 
ings confirm this as a case of cutaneous anthrax (2). This case 


brings the number of anthrax cases identified in the United 
States since October 3, 2001, to 23, including 11 inhalation 


ind 12 cutaneous (eight confirmed and four suspected). This 


is the first laboratory-acquired case of anthrax associated with 


Tf 


cent investigation. 


lhe epidemiologic and environmental 


| 


oy é' ; 
case indicated that the probab 


investigation of this 


e source of exposure was the 


i 


] 
i 


) 


surtace of vials containing b. anthracis 


isolates that the worker 


had placed in a freezer. The storage vials had been sprayed 


with 70% isopropyl alcohol, which is not sporicidal, instead 


soiution 


because bleach had caused labels to 
become dislodged. The worker did not wear gloves when han- 
dling the vials. A culture of the vial tops performed at labora 


tory A tested positive tor B. anthracis. The vial top specimen 


Multiple- 


locus variable-number tandem repeat analysis found this iso- 


] 


was confirmed positive for B. anthracis at CDC 


| 1 1 . 
late to be indistinguishable from the culture of the worker's 
clinical specimen. This case underscores the importance of 


safe laboratory procedures and anthrax vaccination for work- 


aca ¥ ; 
ers routinely handling Bb. anthracis isolates (3). 
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FIGURE |. Selected notifiable disease reports, United States, comparison of provisional 4-week totals ending June 1, 2002, with 
historical data 


CASES CURRENT 
DISEASE DECREASE INCREASE 4 WEEKS 


Hepatitis A, Acute 364 

Hepatitis B, Acute 334 

Hepatitis C; Non-A, Non-B, Acute 124 
Legionellosis 33 


Measles, Total * 


0 
Meningococcal Infections 76 
Mumps 12 

Pertussis 


Rubella » 





0.03125 0.0625 0.125 0.25 0.5 1 


. t 
Ratio (Log Scale) 
f Beyond Historical Limits 


* No measles or rubella cases were reported for the current 4-week period yielding a ratio for week 22 of zero (0) 
T Ratio of current 4-week total to mean of 15 4-week totals (from previous, comparable, and subsequent 4-week periods for the past 5 years). The point where the hatched area begins 
is based on the mean and two standard deviations of these 4-week totals 


TABLE |. Summary of provisional cases of selected notifiable diseases, United States, cumulative, week ending June 1, 2002 (22nd Week)* 


Cum. Cum. Cum. Cum. 
2002 2001 2002 2001 
Anthrax - Encephalitis West Nile’ 1 - 
Botulism foodborne 10 Hansen disease (leprosy)' 32 30 
infant 43 Hantavirus pulmonary syndrome’ 3 3 
other (wound & unspecified) 5 Hemolytic uremic syndrome, postdiarrheal' 42 38 
Brucellosis' 44 HIV infection, pediatric*’s 31 75 
Chancroid 15 Plague 
Cholera 2 Poliomyelitis, paralytic 
Cyclosporiasis' 32 Psittacosis’ 
Diphtheria - 1 Q fever’ 
Ehrlichiosis: | human granulocytic (HGE)' 28 Rabies, human 
human monocytic (HME)' 21 Streptococcal toxic-shock syndrome’ 
other and unspecified 1 Tetanus 
Encephalitis: California serogroup viral" 1 Toxic-shock syndrome 
eastern equine’ - - Trichinosis 
Powassan' - - Tularemia' 
St. Louis* - - Yellow fever 
western equine’ 
-:No reported cases. 
, Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 
. Not notifiable in all states. 


“Updated monthly from reports to the Division of HIV/AIDS Prevention — Surveillance and Epidemiology, National Center for HIV, STD, and TB Prevention 
(NCHSTP). Last update April 28, 2002. 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 
(22nd Week)* 





Escherichia coli 





Shiga Toxin Positive, 
Serogroup non-0157 
Cum. Cum. Cum. Cum. Cum. Cum. Cum. 
Reporting Area 2001 2002 2001 2002 2001 


Chlamydia‘ Cryptosporidiosis 0157:H7 























NITED STATE 62 574 590 22 31 


J U 
i c | 
. U 


N: Not notifiable 





U: Unavailable No reg 

* Incidence data for reporting year 2001 
Chiamydia refers to genital infections c 
Updated monthly from 
April 28, 2002 


C.N.M.1.: Commonwealth of Northern Mariar 
and 2002 are provisional and cumulative (year-to-date) 

aused by C. trachomatis 

reports to the Division of HIV/AIDS Prevention 


1a ISiands 


Surveillance and Epidemiology ational Center for HIV, STD, and TB Prevention. Last update 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 


(22nd Week)* 





Reporting Area 


Escherichia coli 





Shiga Toxin Positive, 


Not Serogrouped 


Giardiasis 


Gonor 


rrhea 


Haemophilus influenzae, 


invasive 





All Ages, 
All Serotypes 


Age <5 Years 
Serotype 
B 








Cum. Cum. 


2002 2001 








Cum. 
2002 





Cum. 
2002 





Cum. 
2001 





Cum. Cum. 
2002 2001 


Cum. 
2002 











UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.| 

Conn 


MID. ATLANTIC 
Upstate N.Y 
N.Y. City 

N.J 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

lll 

Mich 

Wis 


W.N. CENTRAL 
Minn 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 


MOUNTAIN 
Mont 

idaho 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V1 

Amer. Samoa 
C.N.M.1 


a 4 
1 


U U 
- U 


5,602 


582 
64 
20 
46 

269 
44 

139 


248 
432 
510 
117 
189 


,033 
329 


233 
324 
147 


678 
240 
96 
193 
6 
25 
52 
66 


19 
40 
18 
75 
12 


25 


125,578 


3,218 
33 


141,995 


691 690 
52 


9 





N: Not notifiable 


U: Unavailable 


No reported cases. 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date). 
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TABLE Ii. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 
(22nd Week)* 





Haemophilus influenzae, \nvasive 
Age <5 Years Hepatitis (Viral, Acute), By Type 
Non-Serotype B Unknown Serotype B C; Non-A, Non-B 


Cum Cum Cum. Cum. : Cum. Cum. Cum Cum. 
Reporting Area 2002 2001 2002 2001 2002 2001 2002 2001 


UNITED STATES . 124 13 3,550 3,7 2,581 2,799 1,28 1,885 





























NE W ENGLAND . J 15 1Q58 sts 58 
Maine 
N.H 


Amer. Samoa 
C.N.M.| 





N: Not notifiable U: Unavailable 
* Incidence data for reporting year 2001 and 201 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 


(22nd Week)" 





Legion 


iellosis 


Listeriosis 


Lyme 


Disease 


Malz 


aria 


Measles 
Total 








Reporting Area 


Cum. 
2002 





Cum. 
2001 





Cum. 
2002 2001 


Cum. 





Cum. 
2002 


Cum. 


2001 








Cum. 
2002 








Cum. 
2002 








UNITED STATES 


NEW ENGLAND 
Maine 

N.H 

Vt 

Mass 

R.1 

Conn 


MID. ATLANTIC 
Upstate N.Y. 
N.Y. City 

NJ 

Pa 


E.N. CENTRAL 
Ohio 

Ind 

i 

Mich 

Wis 

W.N. CENTRAL 
Minn 


MOUNTAIN 
Mont 

idan 

A 

Wyo 

Colo 
N Mex 
Utar 


NN 


Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

P.R 

VI 

Amer. Samoa 
C.N.M.I 


258 


12 
2 


1 


re) 


Ww 
OnMm oO 


= Ae) 
@OaANWO OS, 


U 


U 
U 


151 195 


18 20 
2 ‘ 
2 


U U 
. U 


1,877 


ouwnoom 


NO. 


0 
uo 


ab 6 
ne) a =) &) =o 
NNN SO 


—_ \) 


2,090 


414 


2 


w © 
o- + 


1 
2 
4 
6 
9 


~Wwun — 


w 
“Mn ao 


Ww 
oO 


iP] 


OS : 


@ 
NNO NON — 


| 


o—- WwW 


8 





N: Not notifiable 


U: Unavailable 


-: No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 


Of eight cases reported, three were indigenous and five were imported from another country 
Of 73 cases reported, 37 were indigenous and 36 were imported from another country 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States. weeks ending June 1, 2002, and June 2. 2001 
(22nd Week)* 





Meningococcal 
Disease Mumps Pert Rabies, Animal 

Cum. Cum. Cum. Cum. : 5 ’ Cum. 

Reporting Area 2002 2001 2002 2001 2001 


























NITED STATE 5€ 1,269 118 97 2 278 58 2,02 2.912 


NEW ENGLANE g 1 5 


MA 
via ine 


OW —-t 


| 


a—-OWO< 


—~W— 
D> 


> - 


Oo 
Ono ff 


NOS 


N 


8 


>wW 


5 

276 259 
1 5 
2 4 


2) 


_ £ 
Nom 


@ 
WwW 


eRe; 


— Ww 
b “ 
~Opw wn 
Onw omuwmoond, 


ww @ 
4 oo 
w 


o—- b&w 
@ 


Nm 


Ww 


wn © 


>; 


Amer Sar a 
CNMI 





N: Not notifiable U: Unavailable No reported cases 
* Incidence data for repo ring year 2001 and 2002 are provisional and Cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 
(22nd Week)* 





Rubella 
Rocky Mountain Congenital 
Spotted Fever Rubella Salmonellosis 
Cum. Cum. Cum. Cum. 
Reporting Area 2002 2001 2002 2001 
UNITED STATES 171 78 
NEW ENGLAND 
Maine 
N.H 
Vt 
Mass 
R.1 
Conn 
































10,637 11,499 
648 854 
58 93 
36 55 
24 33 
365 478 
30 42 
135 153 
MID. ATLANTIC 
Upstate N.Y. 
N.Y City 
N.J 
Pa 


E.N. CENTRAL : - 2 - - 611 
Ohio 1 - : - 5 491 
Ind 141 
lil 448 
Mich 258 
Wis 


W.N. CENTRAL 


<fo 
686 
Minn 
lowa 


227 
Mo 


105 
159 
N. Dak - - - - - - 11 
S. Dak - - - - - 2 
Nebr - - . - . - 51 
Kans 91 
S. ATLANTIC 
Del 
Md 


353 652 
428 356 
499 428 
176 423 

445 


W.S. CENTRAL 


La 


MOUNTAIN 
Mont 
Idaho 
Wyo 
Colo 

N. Mex 
Ariz 
Utah 
Nev 
PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

V.I - - 
Amer. Samoa U 
C.N.M.1 - U 





N: Not notifiable U: Unavailable - : No reported cases 
* Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 
(22nd Week)* 





Streptococcal Disease, Streptococcus pneumoniae, | Streptococcus pneumoniae, 
Shigeilosis invasive, Group A Drug Resistant, Invasive invasive (<5 Years) — 

Cum. Cum. Cum. Cum. Cum. ; Cum. Cum. 

Reporting Area 2002 2001 2001 2002 2002 2001 





























566 5 2,050 1,271 552 106 209 


OF 0 138 E 7 1 6 


Amer. Samoa 
C.N.M.1 


U 
N: Not notifiable U: Una lable No reovorted c >< 
y LUT: J available VO reporied cases 





Incidence data for reporting year 2001 and 2002 are provisional and cumulative (year-to-date 
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TABLE Il. (Continued) Provisional cases of selected notif 


(22nd Week)* 


iable diseases, United States, weeks ending June 1, 2002, and June 2, 2001 





Reporting Area 


Syphilis 





Primary & Secondary 


Congenital 


Tuberculosis 


Typhoid 
Fever 








2002 


Cum. 


Cum. 
2001 





Cum. 
2002 


Cum. 
2001 





Cum. 


2002 


Cum. 


2001 





Cum. 


2002 


Cum. 
2001 





UNITED STATES 


NEW ENGLAND 
Maine 
N.H 


MID. ATLANTIC 
Upstate N_Y 
N.Y. City 

N.J 


Pa 


E.N. CENTRAL 
Ohio 


Mich 

Wis 

W.N. CENTRAL 
Minn 

iowa 

Mo 

N. Dak 

S. Dak 

Nebr 


Kans 


S. ATLANTIC 


W.S. CENTRAL 
Ark 

La 

Okla 

Tex 
MOUNTAIN 
Mont 

idano 

Wyo 

Colo 

N. Mex 

Ariz 

Utah 

Nev 


PACIFIC 
Wash 
Oreg 
Calif 
Alaska 
Hawaii 


Guam 

PR 

VI 

Amer. Samoa 
C.N.M.1 


2,424 
40 


13 


2,278 
16 


© 
of 


Iw 
WShUDWO®D 2uuww< 


oO 2&W— 


Ww 


Of - 


—“~W =o 
Es) 


_o— 


Owan oO 


39 


192 
3 


NM 
—©o 


‘+ nn 


4,279 
140 

5 

6 

80 


15 


34 


120 
450 


86 


5,093 
171 

7 

8 

4 

92 

23 

37 


131 


Nw 
a 


mo ® 
© 
a 


NOW 
OwW-D=-W, 


Ww 
o 


100 
10 


122 


4 





N: Not notifiable 


* Incidence data for reporting year 2001 and 2002 are provisional and cumulat 


U: Unavailable 


No reported cases 


' Updated from reports to the Division of STD Prevention. NCHSTP 


ive (year-to-date) 








492 MMWR June 7, 2002 





TABLE Ill. Deaths in 122 U.S. cities,“ week ending June 1, 2002 (22nd Week) 

All Causes, By Age (Years) All Causes, By Age (Years) 
All P&i' All 
Reporting Area Ages >65 45-64 | 25-44] 1-24] <1 | Total Reporting Area Ages >65 45-64 | 25-44 | 1-24 <1 
NEW ENGLAI 3 87 61 3 37 S. ATLANTIC ¢ : 218 37 
Atlanta, Ga y 71 22 
Baltimore, Md 


Charlotte, N.C 























Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond 
Savannah 

St. Petersbur 
Tampa, Fla 
Washinator 


E.S. CENTRAL 
Birmingham, Ala 
~ -" 


hattanooga nw 
Knoxville, T 


enn 
Lexington, Ky 


Memphis, Tenr 


M 


Berkeley, Ca 
Fresno. Calif 
Glendale, Ca 
nm ulu, Haw 
ng Beach. ( 
Los Angeles, C 
-asadena 
Portland, Oreg 


Sacrament 


\Ay 


vvasn 
Spokane, Wash 


Tacoma, Wast 


TOTAL 








United States, most c ch have pop r > 100,000. A death is reported by the piace of its 
and ¢ 2aths are not included 


4 y 
Pneur a and inf 


Bec ause of changes porting ids in thi vani y se numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 
lai include nr 
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